Introduction {#s1}
============

Access to shelter is a right enshrined in the International Convention on Human Rights ([@B1]). Beyond being a basic right, housing contributes to a sense of identity and community for most people ([@B2], [@B3]). For at least the past 200 years, mental health and rehabilitation treatment providers, advocates, and government entities alike have struggled to provide places to live for people with significant mental health conditions. Adults with significant mental health conditions[^1^](#fn1){ref-type="fn"}have often encountered barriers ranging from, but not limited to, discrimination, poverty, a paucity of available housing, lack of supports oriented to their recovery and social isolation when trying to succeed in living with family or in another residence.

This article presents the experience of the American response to the question of housing for people with significant mental health conditions, to highlight the need for continued vigilance and efforts to expand and sustain supportive housing, in the face of current challenges and potential retrenchment.

Evolution of the US Perspective {#s1_1}
-------------------------------

The major historical milestones underpinning our current beliefs about community living for people with psychiatric disabilities include the establishment of hospitals, deinstitutionalization, the development of community care, and the emergence of rehabilitation and recovery approach to services.

### Hospitals as Housing {#s1_1_1}

As occurred in most high income countries, the 18th and 19th Century American response to dealing with significant mental health conditions, was to segregate the population, whether in almshouses, as was done in Colonial America, or in "asylums" ([@B4]). Both in France and in America, the idea of "moral treatment" emerged during the Age of Enlightenment. In France, the psychiatrist Pinel established asylums to cure mental illness using this approach. In America, the Quakers or "the Society of Friends," similarly established the first private psychiatric hospital, i.e., "The Friends\' Asylum for the Relief of Persons Deprived of the Use of Their Reason," in 1813. Their basic religious tenets included the belief that God dwelt in every person, and therefore, all individuals should be treated equally and with respect. Moral treatment included everything from exercise and religious training, to lessons on good hygiene and activities tailored to each person\'s interests, such as writing or music ([@B4], [@B5]), and was based on the principle of creating a therapeutic environment in which housing and compassionate support was integrated in one place. Unfortunately, most of these ideals did not endure long. Over the following century, these small rural retreats evolved into over-crowded, publicly-operated institutions with their function transitioning from the promotion of healthy living, to one of reducing perceived community risk, through intense supervision ([@B6]).

### Deinstitutionalization and Community Care {#s1_1_2}

By the 1950s, there were approximately 560,000 individuals living in psychiatric hospitals in the United States ([@B5]). Public exposure to the deplorable conditions in state hospitals in the 1950s, the rise of new psychotropic medications, and the emergence of various civil rights movements in the 1960s led to a demand for the transfer of long stay inpatients to the community, as was eventually policy in most high-income countries ([@B7]). In the United States, the inpatient census fell approximately 76% by the 1980s, with 130,000 people remaining as inpatients at that time ([@B8]).

As state hospital use was reduced in favor of community care, the issue of where people with significant mental health conditions would reside gained prominence. Negative neighborhood reactions in response to publicized increases in homelessness, was also associated with deinstitutionalization in other countries to varying extent ([@B9], [@B10]). The earliest housing models developed in response to deinstitutionalization, retained a belief in integrating accommodations and treatment. These residential care and treatment models were usually highly structured, long-term care facilities, such as group homes (i.e., multiple residents living in a structured environment with 24 hour supervision); board-and-care homes (homeowners paid to provide food and lodging for one or more individuals) and halfway houses (i.e., group homes intended to be an interim residence between inpatient hospitalization and more independent living). Residents were expected to follow house rules designed to promote transition to less intensive services. Gradually, a "linear" residential model or a "continuum of care" system developed in the late 1970s and 1980s, in which a person was to progress from the hospital, through halfway houses, group homes, and finally, supervised apartments ([@B11], [@B12]).

### Rehabilitation and Recovery {#s1_1_3}

It became clear, however, that many such residential care and treatment homes did not, in fact, help individuals gain control over their own lives. A seminal article ([@B13]), asked the question "Halfway homes: halfway to where?". It noted that, contrary to the original intent of moving people out of institutions, smaller versions of highly supervised, regulated, and to a large extent, segregated residential environments trapped residents in a kind of trans-institutionalization, a development also seen in European countries ([@B14]). Similar research on the shortcomings of this model led to a move away from a linear residential model to the emergence of the U.S. Federal Community Support System (CSS), which identified the need for more than just physical housing or symptom reduction services for people to achieve true community integration ([@B15]). The CSS made explicit that services needed to support people with significant mental health conditions\' societal goals, such as jobs, school, a life partner, and health. The model mandated 10 distinct services to achieve these objectives, e.g., dental care, rehabilitation, treatment, case management, etc.

Psychiatric rehabilitation, using a biopsychosocial/social disability model ([@B16]) emphasized an ecological approach or a "person-environment fit." It evolved as a service to help people develop the skills and supports they needed for the kind of goals they themselves wanted. Psychiatric rehabilitation also made choice a central feature of its process and provided structured interventions to help individuals make their aspirations and choices a reality ([@B17]--[@B21]). Housing goals were seen as a matter of preference rather than a function of performance level, or category of illness. Services began to be separated from residences, focusing on helping people develop the ability to achieve these goals. The radical concept that a "home is just a home" promoted "real world" places and activities (e.g. sports arenas, banks, public buses), as more appropriate venues for skill development, in order for people to gain greater independence ([@B12], [@B22]).

First-person accounts (e.g. ([@B23]) and longitudinal studies (e.g. ([@B24]) led to the acknowledgment of the possibility of recovery or achieving a meaningful life, despite symptoms or illness (e.g. ([@B25], [@B26]), an idea gradually accepted internationally ([@B26]). In the United States, recovery emerged as a vision for services in the 1990s, strengthening the importance of including individuals with "lived experience" of mental illnesses in designing, delivering, and evaluating services, paving the way for the development of a peer workforce ([@B27], [@B28]). The 1980s humanitarian idea of housing as more than a location for treatment (e.g. ([@B29]), was eventually confirmed. Research began to suggest that it was a critical pathway for recovery by providing a sense of "place" for "being, doing, becoming, and belonging" in a community ([@B30]).

Earlier beliefs in the importance of a residential continuum required people to move based on functioning, but were now understood to result in lost relationships and fragmentation of communities ([@B17]) and thus counter-productive to people\'s recovery. The recognition that housing was a key factor in promoting social inclusion and citizenship ([@B31], [@B32]) led to housing models that incorporated these aspects of daily life. As a result, permanent, affordable housing paired with flexible, user-driven supports is now the prevailing model of high-quality permanent supportive housing (PSH) in the United States.

What Is Supportive Housing in the United States? {#s1_2}
------------------------------------------------

Studying mental health-supported accommodations is hampered around the world by a confusion of terms[^2^](#fn2){ref-type="fn"}and characteristics, such as models, physical structures, and recovery focus ([@B33], [@B34]). A recent effort to create a taxonomy identified at least five different international types varying along dimensions of staffing location, level of support, permanence, physical setting ([@B35]). The US PSH models have two essential components: 1) housing is permanent, not transitional; 2) supportive services are not required of the tenant to live there ([@B36]). Supportive housing typically mirrors the tenant rules and expectations of any standard housing type, in which leases and standard house rules define the expectation of both the tenant and landlord. Housing itself is seen as the platform for personal growth and having a stable home directly impacts one\'s physical and mental health ([@B37], [@B38]). To enhance community integration, PSH providers have added housing features such as computer centers, urban farms, and exercise rooms, along with services, such as case management, peer support, and others ([@B30]).

The basic principles of US supportive housing include ([@B39]):

-   The individual owns the housing/has a lease in his or her own name;

-   Housing is integrated into the community;

-   Housing is affordable (i.e. no more than 40% of adjusted gross income);

-   Services offered are not a condition for tenancy.

The most frequently studied PSH supportive housing program model is "Housing First," originally designed for homeless individuals with the most complex behavioral health conditions. Housing First provides individuals with immediate access to housing, regardless of their functioning or use of substances; client choice is emphasized in every aspect of treatment, with a harm reduction approach to substance abuse ([@B40]). Along with solid evidence for housing retention and stability and appropriate use of clinical services over time, there is some, albeit inconsistent evidence, that this approach is also associated with improvement in symptoms, quality of life, and social functioning \[e.g. ([@B41])\]. An international systematic review of supportive housing indicates that people who have moved out of long-term psychiatric hospitals to such housing programs, demonstrate improvement or non-deterioration in psychiatric symptoms, social functioning, and reduced rates of rehospitalization ([@B42]). Supportive housing outcomes for individuals of the "post deinstitutionalization era" (i.e., those who never had extended hospital stays) are more mixed due to the complexity of designing these studies and the few absolute numbers of these studies to date.

Challenges in Supportive Housing {#s1_3}
--------------------------------

Access to safe, secure housing has been acknowledged as a critical element in the recovery process for more than 20 years. The practicalities of building and managing housing with recovery-oriented services, however, have presented serious challenges in sustaining and expanding its availability. Challenges include staff capacity to deliver recovery-oriented support, housing affordability, and the effects of race and discrimination among others.

### Staff Capacity to Promote Recovery {#s1_3_1}

A major challenge to implementing PSH has been the providers\' ability to shift paradigms of service from control, risk reduction, and chronic illness, to the foundational elements of supporting choices, the development of new skills, health, and wellness. Navigating the boundaries of staff input versus personal choice for example, has always been difficult in mental health services ([@B43]), but especially in supportive housing programs where the emphasis is on maintaining a home, rather than a treatment setting. Vestiges of the historical institutional framework are still apparent in many supportive housing programs, such as restrictions on visitation in the homes, requirements for medication oversight that mix treatment services with the housing service, the inclusion of service staff in landlord-tenant relationships, or the segregation of residents by including only people with disabilities as tenants. Further complicating this problem is the lack of sustainable funding to attract qualified people and provide them with ongoing training, or advancement opportunities to retain experienced staff. Without the consistent capacity to provide recovery-oriented support services, PSH can easily become a locus for mini-institutions in the community, instead of homes for people who are part of their communities.

### Housing Affordability {#s1_3_2}

Permanent supportive housing also needs an affordable housing stock to draw from. During the early deinstitutionalization period, ex-patients had access to government income support that often provided enough to rent rooms in the housing market of the 1970s, albeit usually in the least desirable units available. Eventually, however, even these low cost housing resources were lost to the effects of gentrification and urban renewal. In New York City alone, it is estimated that over 100,000 low cost units were lost during the 1980s ([@B44]).

The lack of affordable housing is an ongoing growing issue that affects the American general population. The average cost of housing in the most expensive cities (e.g. Los Angeles, New York, Boston), has increased by 224% since 2000 ([@B45]), with a significant increase in the number of renters paying more than 50% of their income ([@B46], [@B47]). Increased costs and lack of income growth push already vulnerable and marginalized people, like those with psychiatric disabilities, into shelters and homeless encampments.

### Discrimination and Race {#s1_3_3}

Prejudice against individuals with psychiatric disabilities, diminishes their social capital, adding even tighter limits on the kinds of housing choices people can make. Despite laws against housing discrimination, landlords or neighborhoods are often resistant to people in mental health recovery as residents, reducing an already small pool of available options ([@B48]--[@B50]). The discrimination affects African Americans disproportionately, so that they comprise approximately 40% of homeless individuals, even though this population represents only 12.5% nationally ([@B51]). It is estimated that up to 50% of those who are homeless both in Western Europe and North America, have significant mental health issues ([@B52]).

Discussion {#s2}
==========

The American experience may provide an optimistic, albeit cautionary tale about sustaining supportive housing. On the one hand, it is a well-established service in the array of U.S. mental health service systems, with documented outcomes for homeless and deinstitutionalized populations, as well as moderate but growing evidence of effectiveness for other groups with mental health conditions ([@B53]).

A systematic review of the international literature has suggested that supportive housing programs with a high degree of tenant satisfaction and stability have empathic staff who are expert in those psychiatric rehabilitation techniques which support informed choice and community participation ([@B54]). Such training in psychiatric rehabilitation techniques is now readily accessible through membership groups, such as Psychiatric Rehabilitation Association (<https://www.psychrehabassociation.org>), or training entities, such as the Center for Psychiatric Rehabilitation (<https://cpr.bu.edu/develop>) among others. These focus on teaching providers and supervisors how to support informed choice while engaging the person\'s own expertise to learn to live as members of the community.

Even the most highly trained and experienced staff can encounter difficult situations when supporting people with complex needs. Turnover among experienced staff may leave an organization with newer, less trained staff. Organizations have to be structured to respond in ways consistent with core recovery values (i.e., services that are person centered, in full partnership with peers, based on choice and hopefulness ([@B27])), even when staff cannot. Cross disciplinary tools to promote recovery oriented services are available (e.g. Recovery Promoting Competencies\' Toolkit, [www.cpr.bu.edu/develop](www.cpr.bu.edu/develop)), as well as discipline specific tools (e.g. SAMHSA\'s Recovery to Practice curricula, <https://www.samhsa.gov/recovery-to-practice/rtp-curricula>). These address not only workforce development needs, but also provide tools that can support the fundamental reimagining of an organization\'s culture including mission, values, and personnel practices often required to deliver such services ([@B23], [@B55], [@B56]).

Efforts to expand options by overcoming the challenges of housing affordability for people with psychiatric disabilities have been underway in some states. Early advocacy efforts in New York, for example, helped to establish a "right to shelter" for homeless people as a government obligation. The obligation resulted in guaranteed financing that produced more than 40,000 supportive housing units since the 1990s ([www.shnny.org](www.shnny.org)). More recently, California created a special task force to address the state\'s homelessness epidemic and pledged to finance 3.5 million new housing units by 2025. These examples point to a growing understanding of the need for long-range planning and sustained commitment by government to finance the building and maintenance of supportive housing.

Another approach seeks to maximize participant choice in finding housing, by providing individuals with an annual housing and services allotment that they can spend anywhere within a proscribed set of guidelines. Known variously as "self-directed care" or "self-directed services," research findings suggest that it has superior client outcomes and greater satisfaction with mental health care, compared to services as usual ([@B57]).

On the other hand, it is difficult to be as optimistic about the U.S. capacity to address ongoing discrimination. Issues such as gun violence and domestic terrorism have created a climate in which even the U.S. President ([@B41]) erroneously identifies people with mental illnesses as the cause (e.g. ([@B58], [@B59]). Fear-based responses to social issues have led to initiatives seeking greater societal control over choices made by people with significant mental health conditions that threaten the basic precepts of supportive housing (e.g. ([@B60]). This has rekindled old debates about the balance between reducing perceived risks to society and personal civil liberties.

The array of challenges to PSH are currently counter-balanced by efforts to increase the number of housing units, the growing variety of training, and tools to deliver recovery-oriented supports and funding innovations, such as self-directed care. Advocates and researchers alike, however, need to continue developing the case for PSH based in a recovery orientation as an essential component of the healthcare system. Access to permanent housing that is a home rather than a housing facility, must be expanded. Otherwise, people with significant mental health conditions are in danger of continuing to be overrepresented in our jails, shelters, and emergency rooms and living segregated lives in, not *of* their communities. Future sustainment requires both advocacy and more nuanced research to clearly identify and embed those features of supportive housing that produce the most tangible improvements in a person\'s well-being and, by extension, the economic and social value that well-being can bring to the community as a whole.
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This article uses "people first" language, with terms such as "people with significant mental health conditions," "people in mental health recovery," "people with psychiatric disabilities" interchangeably, to refer to individuals who live with challenges often described as "serious mental illnesses" of two or more years duration, and psychiatric symptoms that impair living, learning or working in a valued societal role Common diagnoses associated with people in this group include: schizophrenia, bipolar illnesses, and other psychotic illnesses; chronic depression etc.

Terms, such as "floating outreach," "supported accommodation," "supportive housing," "housing with supports," have all been used in international literature almost interchangeably. We use the term "permanent supportive housing" (PSH) to mean a specific model of the general category as described in the text.
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